Although some studies have reported that low ankle-brachial index (ABI) is associated with diabetic retinopathy (DR) in diabetic patients, it remains controversial as to which stage of DR. The aim of this study is to assess whether peripheral artery disease (PAD), indicated by abnormally low or high ABI, is associated with different stages of DR in patients with type 2 diabetes mellitus (DM), and further evaluate the risk factors. A total of 2001 (858 men and 1143 women) patients with type 2 DM who underwent ABI measurement in an outpatient clinic were enrolled. PAD was defined as ABI < 0.9 or ≧ 1.3 in either leg. DR was classified as non-DR, nonproliferative DR and proliferative DR stages. The clinical data were analyzed and the risk factors for abnormal ABI were determined by multivariate logistic regression analysis. The prevalence of ABI < 0.9 or ≧ 1.3 was 3.0%. Multivariate forward logistic regression analysis identified proliferative DR (vs. non-DR) was associated with abnormal ABI (odds ratio, 1.718; 95% confidence interval, 1.152 to 2.562; p = 0.008), but nonproliferative DR was not. Furthermore, the presence of coronary artery disease, cerebrovascular disease, declining renal function and patients without diuretics use were associated with abnormal ABI in patients with proliferative DR. Our study in patients of type 2 DM demonstrated that PAD was associated with proliferative DR. We emphasize the recommendation of performing the ABI test in this population at risk.
Introduction
Diabetes mellitus (DM) is a high risk population for peripheral artery disease (PAD), a major artery disease caused by atherosclerosis [1] . Previous study has reported that more than half of the diabetic patients who underwent an amputation had PAD in Taiwan [2] . The prognosis of diabetic patients undergoing lower extremity amputation is poor with 5-year survival rate about 50% [3] . The ankle-brachial index (ABI) is reported to be a good marker for atherosclerosis, and an ABI < 0.9 is useful in the diagnosis of peripheral artery occlusive disease (PAOD) [4] [5] [6] . In addition, an ABI ≧ 1.3 is considered to indicate medial artery calcification (MAC) [7] . High prevalence of PAOD and increased MAC are frequently noted in patients with DM [8, 9] . Moreover, either abnormally low or high ABI can predict cardiovascular morbidity and mortality in patients with DM [10, 11] .
Similar to atherosclerosis, diabetic retinopathy (DR) is associated with cardiovascular risk in type 2 diabetic patients [12] . Some epidemiological studies have identified the association between PAD and DR [13, 14, 15] , whereas others have failed to identify this relation [16, 17] . Thus, the relationship between PAD and DR remains controversial and whether the relation still exists in different stages of DR is unclear. There are limited studies to evaluate the association of PAD and different stages of DR in diabetic patients. Accordingly, the aim of this study is to assess whether PAD, indicated by abnormally low or high ABI, is associated with different stages of DR in patients with type 2 DM, and further evaluate the risk factors.
Materials and Methods

Study Patients
All patients with type 2 DM who visited the diabetic clinic in the Internal Medicine out-patient departments of two hospitals in southern Taiwan between April 2002 and November 2004 were included in the study. We excluded patients with type 1 DM (defined as presentation with diabetic ketoacidosis, acute hyperglycemia symptoms with heavy ketonuria [≧ 3], or the continuous requirement of insulin in the year succeeding diagnosis), patients under dialysis or with estimated glomerular filtration rate (eGFR) less than 15 ml/min/1.73m 2 , and patients who received renal transplantation. Finally, two thousand and one patients (mean age 64.1 ± 11.3 years, 858 males and 1143 females) were included in this study.
Ethics Statement
The study protocol was approved by the institutional review board of the Kaohsiung Medical University Hospital (KMUHIRB-E-20150029). Informed consents have been obtained in written form from patients and all clinical investigation was conducted according to the principles expressed in the Declaration of Helsinki. The patients gave consent for the publication of the clinical details.
Collection of Demographic, Medical, and Laboratory Data
Demographic and medical data including age, gender, and co-morbid conditions were obtained from medical records and interviews with patients. The body mass index (BMI) was calculated as the ratio of weight in kilograms divided by square of height in meters. Laboratory data were measured from fasting blood samples using an autoanalyzer (Roche Diagnostics GmbH, D-68298 Mannheim COBAS Integra 400). Serum creatinine was measured by the compensated Jaffé (kinetic alkaline picrate) method in a Roche/Integra 400 Analyzer (Roche Diagnostics, Mannheim, Germany) using a calibrator traceable to isotope-dilution mass spectrometry [21] . The value of eGFR was calculated using the 4-variable equation in the Modification of Diet in Renal Disease (MDRD) study [22] . Urine albumin and creatinine were measured on a spot urine sample by an autoanalyzer (COBAS Integra 400 plus; Roche Diagnostics, North America), and microalbuminuria was defined as the ratio of urine albumin to creatinine of ≧ 30 mg/gm. Blood samples were obtained within 1 month of ABI measurement. In addition, information regarding patient medications, including angiotensin-converting enzyme inhibitors (ACEIs), angiotensin II receptor blockers (ARBs), β-blockers, calcium channel blockers, diuretics, and HMG-CoA reductase inhibitors (statins), during the study period was obtained from medical records.
DR Evaluation
DR was evaluated by experienced ophthalmologists while the patients' pupils were dilated. If needed, fluorescein angiography was performed. DR was classified as non-DR, nonproliferative DR and proliferative DR stages [23] .
Statistical Analysis
Statistical analysis was performed using SPSS 19.0 for windows (SPSS Inc. Chicago, USA). Data are expressed as percentages, mean ± standard deviation, or median (25 th -75 th percentile)
for triglyceride. The differences between groups were checked by Chi-square test for categorical variables and by independent t-test for continuous variables. Multiple forward logistic regression analysis after adjustment of age, sex, coronary artery disease, cerebrovascular disease, systolic blood pressures, pulse pressure, BMI, hemoglobin A1c, fasting glucose, log triglyceride, total cholesterol, high density-lipoprotein (HDL)-cholesterol, low density-lipoprotein (LDL)-cholesterol, eGFR, microalbuminuria, diabetic retinopathy stage, anti-hypertensive medications, and statins use was used to identify the factors associated with an abnormal ABI. A difference was considered significant if the p value was less than 0.05.
Results
A total of two thousand and one type 2 DM patients were included. The mean age was 64.1 ± 11.3 years and there were 858 males and 1143 females. The prevalence of ABI < 0.9 or ≧ 1.3 was 3.0% (61/2001). The comparison of baseline characteristics between patients with and without a normal ABI was shown in Table 1 . There were 1840 and 61 patients in 2 groups, respectively. Compared with patients with a normal ABI of ≧ 0.9 to < 1.3, patients with an abnormal ABI of < 0.9 or ≧ 1.3 were found to have older age, higher prevalence of coronary artery disease, high prevalence of cerebrovascular disease, lower diastolic blood pressure, higher pulse pressure, higher BMI, higher triglyceride, lower HDL-cholesterol, lower eGFR, higher prevalence of microalbuminuria, more advanced DR stages and higher prevalence of anti-hypertensive medications and statins use. Because serum glucose control might affect the progression of DR, we further evaluated the association of DR stage and abnormal ABI in patients with HbA1C ≦ 7% (n = 837). After Table 1 . Comparison of baseline characteristics between patients with and without a normal ABI of ≧ 0.9 to < 1.3.
Determinants of Abnormal ABI in Total Patients
Characteristics
All patients (n = 2001) ABI ≧ 0.9 to < 1.3 (n = 1840) ABI < 0. Determinants of Abnormal ABI in Patients with Proliferative DR Table 3 presented the determinants of abnormal ABI in patients with proliferative DR. In the multivariate forward logistic regression analysis after adjusting for age, sex, coronary artery disease, cerebrovascular disease, systolic blood pressures, pulse pressure, BMI, HbA1c, fasting glucose, log triglyceride, total cholesterol, HDL-cholesterol, LDL-cholesterol, eGFR, 
Reproducibility
The mean percent error for ABI measurement was 3.58 ± 3.15%.
Discussion
In the present study, we evaluated the association of PAD and DR in patients with type 2 DM. We found that ABI < 0.9 or ≧ 1.3 was associated with proliferative DR, but not nonproliferative DR. Besides, old age, cerebrovasculat disease, hypertriglyceridemia and declining renal function were associated with abnormal ABI in total patients. Furthermore, the presence of coronary artery disease, cerebrovascular disease, declining renal function and patients without diuretics use were risk factors for abnormal ABI in patients with proliferative DR. A clinical device, the ABI-form (Colin VP1000, Komaki, Japan), has been developed to automatically and simultaneously measure blood pressures in both arms and ankles. The value of ABI, which is a good marker for atherosclerosis, can be obtained easily with this device [19, 24] . Low ABI is reported to be associated with generalized atherosclerosis (e.g. common carotid artery intima-media thickness and the degree of stenosis in the intracranial internal carotid artery and middle cerebral artery) [25, 26] . However, in diabetic patients, it has some specific caveats. Although low ABI is very common in diabetic patients, PAD prevalence remains under-estimated. Sensitivity of the standard threshold of 0.9 appears to be lower in diabetic patients. The decrease in ABI sensitivity can be explained by arterial stiffness secondary to MAC [27] . There is strong association between diabetes and MAC [8, 9] . Falsely elevated pressures or incompressible arteries at ankle level are common among diabetic patients with extensive vascular calcification of the lower extremities [7, 28] . Moreover, patients having abnormally high ABI also have poor prognosis for all-cause and cardiovascular mortality in diabetic patients [10, 11] . High ABI values in diabetes could be indicative of PAD. Therefore, the presence of a PAD is not only defined by ABI < 0.9, but also with values ≧ 1.3 in our present study.
The important finding of our study is the identification of the association between abnormally low or high ABI with proliferative DR. Yu JH et al. had evaluated the risk factors of PAD, and found DR was associated with ABI ≦ 0.9 in 2002 Korean patients with type 2 DM [14] . Li X et al. also found that DR was related with ABI < 0.9, but not with ABI > 1.3 in 3924 diabetic patients [13] . Chen YW et al. had compared the prevalence of PAD in type 2 DM patients with non-DR and proliferative DR using ABI, toe-brachial index and duplex ultrasound. They found PAD is more common in proliferative DR than in non-DR [15] . The exact mechanisms underlying the association between atherosclerosis and DR are poorly understood. Some studies have evaluated the association, and one possible explanation is that atherosclerosis and DR share common risk factors in the causal pathway [29, 30] . Such evidence is supported by a "common mechanism" for the development of macro-and microangiography in type 2 DM, such as obesity, insulin-resistance and hypertension [31, 32] . However, in previous studies, patients were considered to have retinopathy if they displayed the nonproliferative or proliferative stages [13, 14] . In our study, we divided the study patients into non-DR, nonproliferative DR and proliferative DR stages, respectively, and further found that abnormal ABI was correlated with proliferative DR, not nonproliferative DR. Hence, assessment of ABI in diabetic patients with proliferative DR may help identify the high-risk group with PAD.
The control of serum glucose levels has been associated with the progression and severity of DR [33, 34] . In Chen YW's study, they excluded type 2 DM patients with HbA1c < 7.5%, and found PAD is associated to proliferative DR [15] . In this study, we further evaluated the association of DR stage and abnormal ABI in type 2 DM patients with HbA1C ≦ 7%, and still found proliferative DR was still independently associated with abnormal ABI. Previous study has also shown that DR is present in persons with elevated fasting glucose and impaired glucose tolerance and no known history of diabetes [35] . These findings imply that retinopathy may occur over a wider continuum of glycemia. Therefore, earlier screening for retinopathy and ABI in the pre-diabetic state and glucose control well patients is suggested.
In the present study, we found that declining eGFR was associated with PAD in regardless total or proliferative DR patients. Decreased eGFR may predispose to increased atherosclerosis with multiple pathogenic mechanisms involved, including deranged calcium/phosphate balance, secondary hyperparathyroidism, homocysteine, lipoprotein(a) metabolism, fluid overload, alterations in the angiotensin and endothelin systems, malnutrition, oxidative stress, insulin resistance, and alterations in inflammatory and coagulation pathways [36, 37] . Therefore, when evaluating PAD, renal function must be considered.
Another finding of our study is the identification of the association between abnormally low or high ABI with hypertriglyceridemia. Some studies have shown that triglyceride level is a predictive factor for PAD in diabetic patients [14, 38] , though not all [39, 40] . Hypertriglyceridemia is known to be related with increased levels of prothrombotic factors, such as fibrinogen and plasminogen activator inhibitors, and is associated to the size and density of LDL particle [41, 42] . In addition, hypertriglyceridemia is associated with some atherogenic remnant particles, and apo C-III [43] . This may explain our findings that hypertriglyceridemia is a risk factor for PAD in diabetes.
Our study had several limitations. First, this was a cross-sectional study. The association between abnormal ABI and proliferative DR cannot be taken as a causal relationship. Nonetheless, the result may help shed light on the importance of the ABI test in this population at risk. Further prospective studies are needed to evaluate the development and progression of macroand microangiography in diabetes. In addition, only ABI measurement was done once in each patient, which could cause bias data. Finally, the majority of our patients were treated chronically with antihypertensive medications. For ethical reasons, we did not withdraw these medications. Hence, we could not exclude the influence of the aforementioned medications on our findings. However, to minimize the influence of drugs, we included medication use in the multivariate analysis.
In conclusion, our results demonstrated that PAD was associated with proliferative DR in patients with type 2 DM. We emphasize the recommendation of performing the ABI test in this population at risk. 
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